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Rationale: Peer support can entail collegial responsibility for counselling and support as well as reactions
to academic or ethical failure. These considerations can be complementary, but also conﬂicting.
Objective: This article focuses on how the peer support programme in Norway addresses these
considerations.
Methods: Focus group interviews held with Norwegian peer counsellors from August 2011 to June 2012
were analysed by a stepwise deductive-inductive method.
Results: Based on organisational theory, two “ideal types” of counsellors were identiﬁed from the data,
and these were then used to reanalyse the text. We found that the organisational framework is asso-
ciated with the peer counsellors’ role conception and thereby the relationship between the counsellor
and the help-seeking doctor. The relationship between informal frameworks like collegiality, conﬁdence
and discretion, and more formalized incentive-driven frameworks, appear to inﬂuence the accessibility
to peer support, the mandate to provide relevant help and the understanding of what peer support
represents.
Conclusion: The study showed the need for a continuous awareness of a balance between the informal
and the more formalized elements in the framework for peer support. This is of importance for how the
service can contribute to better health among doctors and to secure quality and safety in the treatment of
patients. The analysis can also be used to demonstrate the consequences of how the peer support program
is designed e such as the degree of formalisation and the balance between “hard” and “soft” ways to
regulate the interaction between peer counsellors and doctors e for the ability to achieve the stated
objectives of the service.
© 2016 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
Promoting doctors’ health is important, not only for the doctors
themselves, but also to ensure quality and safety in patient treat-
ment, which may be jeopardized when doctors experience difﬁ-
culties (Fahrenkopf et al., 2008; Privitera et al., 2014; Rosvold and
Bjertness, 2001; Wallace et al., 2009). Thus, the medical profes-
sion has recognized the need for peer counselling and support to
members, as well as the obligation to not ignore practice or ethical
failures of colleagues (NMA, 1961; chapter II, x2 and 3).
Although counselling and surveillance can be complementary(K. Isaksson Rø), frode.
f.aasland@legeforeningen.no
Ltd. This is an open access article uapproaches to a problem, they can also be in conﬂict with one
another, when aiming to help an individual doctor. On one hand,
the fear of encountering surveillance and sanctions can increase the
threshold for a doctor to seek help, and can weaken the trust be-
tween a help-seeking doctor and the peer offering support (Ikeda
and Pelton, 1990). On the other hand, too much emphasis on
collegiality, conﬁdentiality and discretion can create a loyalty be-
tween a peer counsellor and a help-seeking doctor that can impede
the possibility to act on serious problems that become known. This
dilemma illustrates the importance of understanding how the
framework of organized peer support can negotiate potentially
conﬂicting considerations.
Several countries have established organized peer support and
treatment programs for doctors. Organisationally these range from
services closely allied with the public authorities to completely
private initiatives, and from formalized treatment to informalnder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Pelton, 1990; Tyssen, 2007; Isaksson Rø, 2015; Isaksson Rø and
Aasland, 2016). Across different programs we identiﬁed four
types of potential interventions (See Table 1).
The medical profession in Norway, similar to other countries,
recognizes a responsibility for attending to all four of these di-
mensions for its members, as shown in the ethical rules for doctors.
“Doctors should advice and counsel peers, doctors should offer
colleagues help when they are sick or have problems with addic-
tion. If there is suspicion about sub-standard medical or ethical
behaviour this should ﬁrst be discussed with the person in ques-
tion, and, if needed, be reported to their leader or to the health
authorities” (NMA, 1961, chapter II,x2 and 3).
The balance between the four different dimensions described in
Table 1 will, in any speciﬁc service, be decided by the purpose of the
program, and will be important when evaluating whether the
program serves its purpose. The need for exercising the different
dimensions in a program will also depend on how the health care
systems and the surveillance systems are organized on a jurisdic-
tional level. In several states in the USA, the medical associations
have been delegated a responsibility for both these elements
(Brewster et al., 2008; Ikeda and Pelton, 1990). In Norway doctors,
similar to other citizens, have the legal right to necessary health
treatment, as regulated in the Health and Care Services Act (2011)
and The Board of Health is responsible for the surveillance and
sanctions of health personnel as regulated in The patient and user
rights act (1999). Both internationally and in Norway studies
revealed that the dimensions of surveillance and sanction some-
what dissuaded doctors from utilizing treatment programs
(Brewster et al., 2008; Ikeda and Pelton, 1990; Roness, 1991;
Isaksson Rø, 2015).
Several low-threshold programs have therefore been developed,
primarily offering a collegial relationship, oftenwith treatment, but
with less possibility for surveillance or sanctions (Garelick et al.,
2007; Ikeda and Pelton, 1990). In Norway a peer counselling pro-
gram was initiated as a complement to the existing structures
(Isaksson Rø and Aasland, 2016). These developments were prob-
ably also related to a general tendency in society towards new kinds
of governing tools, from injunctions and bans to management by
“softer” measures such as counselling and communication
(Øverbye, 2013).
Formalized peer support was developed in the police force in
the US already in the 1950s (Ettung, 2007), and played an important
role after the terrorist attack on the 11th of September in 2001
(Dowling et al., 2005). Similar programs have been developed in
other professions, for example lawyers (“COLAP”) and teachers
(“American Progress”). The balance between support and surveil-
lance vary substantially between programs.
Regarding peer counselling services for physicians, the balance
between “support and surveillance” also varies. The Doctor Advi-
sory Service in the British Medical Association is announced as
“completely conﬁdential”, but the advisor has a duty “as a doctor”
to prevent harm if patients may be in danger (“BMA”). As a last
resort the General Medical Council can be contacted. At the center
for professionalism and peer support at Brighamwomen’s hospital
and Harvard Medical School a strong commitment to conﬁdenti-
ality will be broken if the clinician is at risk of harming himself or
others (Shapiro et al., 2014). Although the peer counselling serviceTable 1
Types of potential interventions in programs for doctors.
Collegial support Treatment
Surveillance Discipliningin Denmark is not deﬁned as that of doctor/patient, the counsellor
is committed to work for an open communication about mistakes
or near mistakes, reinforcing x2 of the Danish collegial rules
(“DMA”). As a last resort their concern can be reported to the
authorities.
In response to international reports about increase in burnout,
depressive symptoms and suicide among doctors in the 1980s, the
awareness about doctors’ health in Norway increased (Rutle and
Steenfeldt-Foss, 1991). The Norwegian Medical Association subse-
quently encouraged the establishment of a peer support program
for doctors in 1992 (Isaksson Rø and Aasland, 2016). “In times of
strain, due to private or professional reasons” doctors in Norway
can ask for peer counselling. This is an easily accessible service
offering “empathic support, advice and counselling” (“NMAa”). The
peer counsellor does not provide treatment or keep medical re-
cords. There is no disclosure of any informationwithout permission
(ibid). Peer counsellors include three to ﬁve experienced doctors in
each county, who have been appointed by the local medical asso-
ciation to help colleagues in need of support (Isaksson Rø and
Aasland, 2016). In the recruitment process, emphasis is placed on
individual characteristics, gender distribution, the distribution be-
tween hospital and non-hospital doctors and their location within
the county. The Sickness Compensation Fund for doctors of the
Norwegian Medical Association covers the expenses and a “Com-
mittee for doctors’ health” co-ordinates the work (“NMAb”). Doc-
tors can contact a peer counsellor directly (names and phone
numbers displayed on the web site) and are usually given an
appointment within a day or two, and can receive up to three
sessions with the counsellor.
When studying how the peer support program can provide
services that are useful for doctors, we need to take into consid-
eration its governing mechanisms, which again can be related to
the distinction between surveillance and support. The relationship
between “hard” and “soft” e ways of governing organisations or
work-places has been highlighted in a number of studies. “Hard
governance” relates to the use of formalized regulations, pro-
cedures and sanctions characterized by hierarchy and force; “soft
governance” relates to the use of less formalized methods of
governance such as voluntary guidelines, dialogue, and persuasion
e characterized by equity and voluntariness (M€orth, 2004; Healy
and Braithwaite, 2006; Levi-Faur, 2011). We can relate this
distinction to the two basic logics of human behaviour presented by
March and Olsen (1989): the logic of consequences and the logic of
appropriateness. In an organisation with formalized or “hard
governance” principles, individuals are motivated by and act ac-
cording to externally given incentives such as rewards for following
rules or punishments when expectations are not met (see logic of
consequences). “Soft governance” on the other hand, relies on
intrinsic motivation, where behaviour is assumed to build on social
norms, values and understandings that are internalized through
socialisation (see logic of appropriateness). Interactions are more-
over expected to be built on dedication, trust, and voluntariness. In
the context of a peer support program, behaviour based on the logic
of appropriateness would imply that counsellors give the doctors
the best help possible through dialogue and according to discretion,
conﬁdentiality and a sense of belonging to the same professional
“community”.
Summing up, the logic of consequences and the logic of
appropriateness basically appear as two ideal models of human
behaviour; according to the former, behaviour is shaped by
formalized rules and rewards/sanctions; according to the latter,
behaviour is shaped by social (informal) norms, identity, and
collegiality. In everyday life, however, individuals in an organisa-
tion (and we here deﬁne peer counselling as an organisation) are
expected to act according to both logics. Individuals may be
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formalized rewards/sanctions as well as by social norms and
collegiality, depending on the context, as well as the organizational
framework, surrounding their actions (ibid.). Promoters of the
“responsive regulation” approach also base their arguments on
such insights (Healy and Braithwaite, 2006). They argue that when
regulating human behaviour, the choices of whether to use soft or
hard measures as well as when to move from the former to the
latter, depend on the characteristics of as well as the responses
from those being regulated. This article includes a similar attempt
at shedding light on the balancing of hard and soft measures. Thus,
based on the analytical concepts above, we assume that the design
of the peer support programme has implications for whether
intrinsic or extrinsic motivations are triggered. This means that
depending on the tasks and problems at hand, peer counselling
must strike a balance between hard and soft governance; between
hierarchical surveillance and collegial support; between formalized
and less formalized measures.
Within this background, we wanted to study the usefulness of a
peer support program for the different needs that help-seeking
doctors have. On the basis of interviews conducted with peer
counsellors (Isaksson Rø and Aasland, 2016), we aim to increase the
understanding of how the design of the peer support program may
impact on how to achieve the program’s stated goals.
2. Materials and methods
2.1. Participants
Sixty-one (of 84 invited) peer counsellors were recruited to 14
focus group interviews conducted from August 2011 to June 2012.
There were 2e8 participants/group and one telephone interview,
including peer counsellors from all 19 counties in Norway. For a
description of participants, see Table 2.
2.2. Interviews and analyses
Semi-structured focus group interviews were conducted by a
moderator KIR and an assistant OGA and were electronically
recorded and then transcribed verbatim. Peer counselling in such a
context has, to the best of our knowledge, not been systematically
studied previously. Focus groups are often appropriate for studying
experiences, attitudes and views of participants (Krueger, 1988;
Malterud, 2012).
The interview transcriptions were originally analysed with
systematic text condensation (Malterud, 2001). After reading the
whole text, data were coded across the data set and then system-
atized into themes that were reviewed against the original text and
gradually reﬁned. Results presenting most of these themes
describing how and why the program is useful have been reported
in a previous paper (Isaksson Rø and Aasland, 2016).
This article is based on a methodological approach integrating
theory-driven codes with data-driven ones e going back and forth
between deduction and induction (Fereday and Muir-Cochrane,
2006). This hybrid approach includes a process where the re-
searchers set out with some predeﬁned themes, have data assigned
to the themes, thenmake an assessment of whether the themes are
supported by data, consider whether to revise the themes, and
ﬁnally have new themes derived from data (Fereday and Muir-
Cochrane, 2006). During the initial coding we identiﬁed data ex-
tracts across the interviews focusing on the purposefulness and the
consequences of the degree of formalisation in the design of the
service. We wanted to study this theme further, by applying a
deductive approach, tying theory to the data, and then, re-
analysing the data-set with the aim of generating and derivingnew themes (Braun and Clarke, 2006; Fereday and Muir-Cochrane,
2006). In this non-linear process, the three authors co-operated in
going back and forth between theory application, data generation
and concept development.
2.3. Research rigour
Research rigour can be evaluated in relation to credibility and
auditability of a study (Sandelowski, 1986). Ethical considerations
are also important. Credibility can be inﬂuenced by data collection
and analyses and whether the results are credible to others. Using
focus groups in this explorative design, promoted dynamic dis-
cussions where participants supported, nuanced and questioned
each other’s attitudes and points of view (Malterud, 2012), gener-
ating understandings that might not have unfolded using other
methods. Including the majority of peer counsellors and with
participation from all counties, ensured data descriptive of a variety
of views held by peer counsellors in Norway. A pre-supposed im-
plicit understanding due to the common doctor background be-
tween subjects and interviewers could ease discussions and
increase credibility, but possibly also lead to under-communication
of some phenomena. In presentations for the informants and for
other researchers there was recognition of the resulting themes.
Conducting interviews with two interviewers, coding in-
terviews separately before reviewing and discussing codes until
agreement, involving a third co-author with another background
and describing the analytical process transparently ensures
auditability.
Ethical awareness is also important for research rigour: The
participants have given written consent to participation, and were
given the opportunity to comment upon the citations used in the
study. Formal ethical approval of the study was not considered
necessary by the regional ethical committee.
3. Results
To analyse the peer counsellors’ perceptions of the peer support
programme (e.g. the perception of the use of formalized surveil-
lance and reporting, sanctions, paid work vs. voluntary work,
collegiality etc.) we made use of March and Olsen (1989) two logics
of behaviour as presented above. These two logics can best be
understood as analytical instruments to enable comparison of
different phenomena that occur in the setting of a study (Teorell
and Svensson, 2007: 42). The logics were used in a ﬁrst analysis
of the data in order to identify elements that characterize two
“ideal types” of peer counsellors: one called “formal peer coun-
sellor”, which is closely linked to March and Olsen’s logic of con-
sequences; the other called “informal peer counsellor”, which is
closely linked to the logic of appropriateness. Thus, as the Methods
section elaborates, the study combines a deductive approach (using
the logics of behaviour to identify theory-relevant elements in the
data) with an inductive method (which generated two ideal types
of peer counsellors from the data). The “ideal types” describe “pure”
role-behaviour in each end of a continuous spectrum. The actual
peer counsellors balance somewhere between these end points.
Based on the “ideal types” the text was re-analysed to examine how
the peer counsellors describe where the good balance between the
end points should be in order to enable adequate handling of the
concerns presented by the help-seeking doctors.
3.1. Two ideal types of peer counsellors
3.1.1. The formal peer counsellor
The formal peer counsellor described his/her role as one where
they are expected to give advice in a formalized role. The help-
Table 2
Participants (N ¼ 61).
Variable Categories Number of participants %
Gender Women 30 49
Men 31
Category General practitioners 35 57
Psychiatrists 17 28
Other specialists 9 15
Number of years since medical school Less than 10 0 e
10 to 19 5 8
20 or more 56 92
Number of years as a peer counsellor less than 4 11 18
4 to 9 20 33
10 or more 30 49
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“a therapist”, “a lawyer”, “a social worker”, “a representative from
the union” (descriptions taken from several interviews). A demand
for somatic or psychiatric help, a sick note, or a prescription may
exist. The peer counsellor may, moreover, feel the expectation to
suggest further action or treatment. The formal peer counsellor will
ideally, at the beginning of the ﬁrst session, clarify and deﬁne the
framework for the program. The peer counsellor will gain legiti-
macy through his/her formal position, as well as through formal
training as a peer counsellor. This role is fairly close to the doctors’
ordinary clinical work. Registration of number of contacts and data
about who seeks help, keeping a time account for remuneration,
and having regularmeetings with other peer counsellors, are duties
characterizing a formalized peer counsellor.
The formal peer counsellor role appears to rely on core elements
found in March and Olsen’s logic of consequences, such as extrinsic
motivation, formalized rules, and behavior based on incentive
structures as well as expectations stemming from the peer coun-
sellor’s formal responsibilities. According to this role the peer
counsellor/help-seeking doctor relationship can moreover be
characterized as asymmetrical and top-down, where interaction is
largely deﬁned by external rules and expectations.3.1.2. The informal peer counsellor
The relationship between the help-seeking doctor and the
informal peer counsellor can be characterized by collegiality, sup-
port and conﬁdentiality. The peer counsellors reported that the
help-seeking doctor looked for somebody representing “a good
colleague”, “a senior”, “a friend”, “a mother”, “a sister” or “a kind
person” (descriptions taken from several interviews). The peer
counsellor describes his/her task as mainly to listen, to help the
doctor to sort the situation, to be able to “contain” feelings and to be
available when needed. The informal peer counsellor is open to
accepting all kinds of requests, without evaluating or ranking them.
The informal peer counsellor earns legitimacy by having a “peer-
counselling personality”, which means that they are sought out by
colleagues because they are “good to talk to” and interested in “the
other”. The well-being of colleagues and the professional re-
sponsibility to take care of members within the profession are
important reasons for the peer counsellor to take on this role.
Economic gain or other merits are not motivational factors. When
new peer counsellors are engaged life experience and a ﬂair for
talking and listening to others is more important than formal
training for this task.
Described in this way, the behavior of the “informal peer
counsellor” is close to the logic of appropriateness described above.
According to this logic, intrinsic motivation, identity and loyalty
with the profession, equality between actors, and regard for the
individual seeking help, are all crucial elements.3.2. Factors that impact the balance between the «informal» and
the «formal » role
Using the formal and informal ideal types, the data were re-
analyzed to ﬁnd areas where the balance between these roles
was described as important for the usefulness of the service. Three
such areas were identiﬁed: accessibility, adequate help and regis-
tration/remuneration of the service.
3.2.1. Accessibility
Informal aspects of the peer counsellor’s role are described as
crucial for the help-seeking doctors to choose to ask for counselling.
Important informal prerequisites are: going to counselling and not
treatment, easy and direct contact without the need of a referral, a
rapid appointment within a day or two and a conﬁdential setting
where no notes are taken. In addition, the expectations from the
help-seeking doctor to meet a peer who listens, gives support,
understands the situation (by being a colleague) and thereby can
legitimize feelings, andwho cares even if the help-seeking doctor is
accused of or has committed mistakes facilitates contact. The
informal setting also lets the doctors’ colleagues, families or friends,
lawyers of the Norwegian Medical Association or a GP contact the
peer counsellor expressing their concern for a doctor.
“… and I think that this program, where it is very informal and
no notes taken and that it is a non-committal setting, can be
very useful …. .” (Group 7)
However, accessibility is also reported to be dependent on other
aspects, such as geographical distribution of peer counsellors
throughout the country, gender balance, and having a balance be-
tween hospital doctors and GPs among the peer counsellors. This
highlights the need for having some formal recruitment criteria.
3.2.2. Adequate help
The informal peer counselling role, with its emphasis on being
accessible, a listener, and acting as a colleague (as opposed to a
doctor giving treatment) is described to be of importance for the
counselling session to be meaningful and useful. It is described as
necessary for many of the help-seeking doctors in their decisions
on further course of action (Isaksson Rø and Aasland, 2016). The
peer counsellors recount that many help-seeking doctors say that
they feel un-burdened after the session, as if a heavy weight has
been lifted off them.
The informal role can, however, at times hinder the peer
counsellor in giving the help necessary in order for the help-
seeking doctor not to jeopardize patient safety or the best
possible quality care for the patient. Informal relationships can
hinder adequate reactions to a doctors’ suicidal intentions or
threats. These dilemmas were discussed in almost all of the focus
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seeking doctor him-/herself or a patient to become hurt. They
were also concerned about their own responsibility in such a
situation.
“Even though we say clearly that we don’t give treatment
through this program, it’s all the same difﬁcult not to take re-
sponsibility in one form or another, morally if not legally, if
things don’t go well with the colleague …. And I have at least
thought about it being difﬁcult to handle a situation like that
alone.” (Group 5)
Concerns of this type were expressed mainly by peer counsel-
lors who anticipated but had not personally encountered these
situations. Among the peer counsellors with such experience
different ways of handling them were recounted. As a peer coun-
sellor they were often in a good position to establish an alliance
with the help-seeking doctor. On this basis they had in most cases
managed to reach agreements that felt safe, for example that the
peer counsellor and the help-seeking doctor together contacted a
therapist or a GP.
Peer counsellors report that the informal role can feel inade-
quate for some of the help-seeking doctors who need an urgent
sick-note, referral or prescription. Peer counselling was established
partly because doctors ﬁnd it difﬁcult to seek help in the ordinary
health care systems, and one peer counsellor said:
“I ﬁnd it a bit strange, when you have helped a patient or a
colleague for a span of time, then you have to send them to
someone else who doesn’t know anything about the situation,
so they have to go through it all again, andmaybe that is difﬁcult
for them.” (Group 9)
Some peer counsellors have in such situations, when urged by
the help-seeking doctor, decided to step out of the peer counselling
role completely and become a treating doctor. From then on the
relationship can only be that of a doctor to patient, and follows all
the rules for documentation etc. This illustrates that the interaction
between a peer counsellor and the help-seeking doctor can affect
the counsellor’s choice of action by stepping into a new role. Other
peer counsellors would not consider such a change of roles.
”Because it’s one thing to be a doctor for a person and something
else to be a peer counsellor … then (as a peer counsellor) I
consider myself … more as a support … who understands the
system, what this colleague struggles with … “ (Group 4)3.2.3. Registration and remuneration
In several of the groups a “peer-counselling personality” was
described, where interest in the well-being and support of col-
leagues becomes a second nature. Registration of the contact or
asking for remuneration can seem too formal in this context.
“I see that it (a peer counselling attitude) is an attitude you take
with you more or less unconsciously and that you, well, you live
with it and it becomes more natural to support people in
different circumstances and you don’t think about it as peer
counselling for that reason. It becomes part of your identity after
so many years.” (Group 6)
“… but I don’t think I amvery good at deﬁningwhich role I have,
which title I use in a given situation. Am I a peer counsellor, am I
a colleague or am I a friend in times of need? And it doesn’t
really matter, you still act in the same way… ” (Group 2)Several peer counsellors conﬁrm that the informal role prevents
them from registering contacts or asking for remuneration. One
participant expressed this as
“ … a tension between the good deed and the registering/
reporting of the good deed”(Group 9).
Different examples of such situations were presented in all of
the groups:
A peer counsellor is asked by a colleague if they have “5 min to
spare for me at the end of this meeting”. The “5 min” can often
be the start of a conversation that develops into a counselling
session, and often takes an hour.
A colleague you are acquainted with ewho works in the same
ofﬁce, with whom you went to medical school, or whom you
supervised some years ago e asks for peer counselling.
A discussion starts with an academic question, but ends with a
counselling session.
A GP wants advice on handling colleagues who are his/her
patients.
A peer counsellor can choose to initiate contact with a
colleague that they have concerns for, and ask them if they need
support.
A peer counselling session over the phone (even if it is a long
call) or by e-mail.
For some peer counsellors the link between the informal role
and formal elements such as asking for remuneration or registering
counselling contacts is difﬁcult. The informal, non-bureaucratic
system is found to be important.
“I think I have talked to very many colleagues that could be
deﬁned as that (peer counselling), and I could have asked for
remuneration. But then I haven’t thought about it in that way,
especially if it’s people I know, a GP or a primary care doctor that
I co-operate with, and who comes to me and says such and
such.” (Group 10)
“We haven’t been good at it (registering our peer counselling
work)… if it comes of us not taking the trouble to do so, or if we
feel it a bit embarrassing to ask for payment for what we do.
Consequently we might omit both tasks (to register and to ask
for remuneration), and re-deﬁne the work to be something
other than peer counselling … ” (Group 11)
Congruent with the informal aspects of peer counselling, one
participant suggested that the peer counsellors could be given a
pre-deﬁned sum per year, and thus avoid the direct connection
between the reported counselling session and payment.
“… If one should… think about this as a contingency plan… it
would have been much better to get paid for having your name
on a list. Full stop… I don’t think you would say no to anybody
for that reason.” (Group 10)
Other peer counsellors pointed to the importance of taking a
more formal role and consequently deﬁning the sessions, together
with the help-seeking doctor, as peer counselling. They underlined
the importance of registering and deﬁning the work, both for
knowledge about the need for counselling services and as a help for
planning further work.
The peer counsellors also reported that the help-seeking doctors
said that the formal remuneration of the session make them more
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less indebted to the peer counsellor.
“Some times I’ve been straightforward and said to the person
(help-seeking doctor) that I get paid for this … and then they
don’t need to feel obliged to giveme a box of chocolates after the
last session… ” (Group 13).
“But I also think about that old custom that a colleague shouldn’t
pay for treatment. That has to be stopped. We must be allowed
to pay as ordinary people…. Yes, but that is actually important
for thosewho have come to a peer counsellor, to know about the
system with remuneration, because everyone mentions it.”
(Group 4).
4. Discussion
This study demonstrates the importance of balance between
informal ways of conducting a peer counselling service, versus use
of more formalized rules and incentives for the usefulness of the
service, especially in relation to three aspects: Accessibility,
adequate help, and registering and remuneration of the services.
4.1. Accessibility
There was broad agreement in all the groups that the informal
structure of the peer counselling service, with ready access to
getting an appointment within a day or two and observance of
strict conﬁdentiality, was essential for doctors actually to ask for
help. Convincing doctors to come is of course necessary for the
program to be useful at all. This element is reported in international
programs offering support and treatment for doctors (Cohen et al.,
2005; Dabrow et al., 2006; Garelick et al., 2007; Pitt et al., 2004), as
well as in a previously described Norwegian program for doctor
support (Isaksson Rø et al., 2007). The service also needed “good
colleagues” who listened and cared in order to be useful. In
contrast, formalized procedures for recruitment and selection of
peer counsellors are needed to ensure a good distribution of peer
counsellors throughout the country and in all counties, a ﬁtting
distribution between hospital doctors and GPs and between men
and women peers. This illustrates that both the characteristics of
the organizational structure and the characteristics of the people
within this structure e the peer counsellors e matter for how the
peer support program is perceived and works. Thus, one also must
have in mind the importance of recruitment and selection of the
people who will work as peer counsellors.
4.2. Adequate help
The informal role is thought to “often” or “almost always”
facilitate the counselling in order to give good help and relief to
those who seek it out. Help to sort out a difﬁcult situation and get
the opportunity to discuss priorities and how to proceed is useful,
and the doctors are reported to feel as if a burden has been lifted off
them. The evaluation of another support program for doctors in
Norway, Resource Centre Villa Sana, indicates that this kind of help
can be an important part of change and improvement with short-
and long-term effects (Isaksson Rø et al., 2008; Isaksson Ro et al.,
2010; Isaksson Ro et al., 2012).
For many doctors, it is thus useful with an informal peer coun-
selling role in order to receive adequate help. On the other hand,
the informal role could also feel powerless when there were con-
cerns about patient safety or of safety for the colleague who sought
help. The peer counsellor does not have the possibility of using thefamiliar structures with note-taking, voicing concerns to the health
authorities, or the use of mandatory treatment. Several of the peer
counsellors were worried about their potential moral and legal
responsibility. Worries about such matters were expressed more
among those peer counsellors who had not experienced such sit-
uations themselves. Those who had experience reported that they
often had found a workable solution by using the alliance they had
obtained with the help-seeking doctor to come to an agreement
about solutions.
These issues are handled in different ways in the health- and
support schemes for doctors in different countries. In the US and UK
there are several treatment programs for doctors with openness
towards the employer or health authorities about risk-full behav-
iour among doctors in treatment (Ikeda and Pelton, 1990). Pro-
grams that offer voluntary treatment for doctors but emphasize a
certain degree of conﬁdentiality in relation to employer and au-
thorities have however become more common (Lloyd, 2002;
Nelson et al., 1996; Garelick et al., 2007).
Voluntary help seeking has been found to be associated with
help seeking earlier in the course of difﬁculties, before serious
consequences for the individual doctor or his/her patients have
arisen. Less risk of being reported to the health authorities or
risking different kinds of sanctions makes it easier for the doctor to
seek help for their situation at an earlier stage (Holk, 2015; Pitt
et al., 2004; Isaksson Rø et al., 2007). The present study shows
that peer counselling can provide an informal setting for an inter-
vention that no one else would have been entrusted with if the
setting was more formal. Without peer counselling, the doctor
might not have sought help at all. The sessions with the peer
counsellor thus presents an opportunity to assert inﬂuence towards
a more adequate handling of the situation, that otherwise would
not have occurred. This illustrates that the way this program is
organized, and the roles and relationships deﬁned by it, will in-
ﬂuence the help-seeking doctors’ threshold for utilizing the
program.
An implicit question in the data is also whether it is legally
adequate to institute a peer counselling role without any manda-
tory reporting requirements. When studying peer support in
different countries it seems that different conclusions are reached
(“DMA”, “BMA”). It does however seem to be generally thought that
an approach facilitating help-seeking is extremely important. The
peer counsellors discussed the informal peer support program as a
complement to more formal treatment options (with your GP or in
a doctor-for-doctors’ service). For some help-seeking doctors, the
difﬁculty of seeking formal treatment was so overwhelming that
the peer counsellor, on the request of a patient, would re-deﬁne the
relationship into that of a doctor-patient.
4.3. Registration and remuneration
Registration and remuneration are formal aspects of the peer-
counselling role. Many peer counsellors point out the importance
of this, not least for those who seek help. The help-seeker can more
easily use the peer counsellor’s time without feeling bound by a
debt of gratitude. Registration and remuneration can demonstrate
the need for counselling services and be used to plan for future
activities. Yet, many peer counsellors are described to have a “peer
counselling personality” where responsibility and sensitivity for
colleagues become intuitive. Many peer counsellors say that they
do more unregistered peer counselling than work that they ask
remuneration for. To demand that these activities should be
handled more formally, with registering and remuneration, might
lead to these contacts not taking place. A system of payment for
each individual contact can be used as an external, formalised
motivational factor to regulate the peer counsellors’ tasks from the
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What can changes in the balance between formal and informal
elements, in the peer counselling program lead to?
This study illustrates that the design and degree of formalisation
of the peer counselling program is of signiﬁcance. A conﬂict be-
tween formal elements and informal elements such as collegiality
may undermine the purpose of the program. More formalisation
can weaken the advantages of collegiality, such as the low
threshold for access or being able to speak freely without fear of
surveillance or sanctions. On the other hand, the collegiality/loyalty
can prevent serious events or potential danger for patients/doctors
from being reported or dealt with. Although the informal setting
often is optimal for disclosing need for help, more formalised
treatment can be needed.
International support- and treatment programs for doctors have
chosen different degrees of formalisation, which in accordance
with the ﬁndings in this study has a bearing on how the programs
are utilized. Treatment programs for doctors with addiction in the
US and the UK have a sanctioning authority. Doctors who enter
these programs can get adequate help, but there are reports of
doctors coming too late in the course of disease and many do not
seek help voluntarily. This can have negative consequences for the
treatment results (Gossop et al., 2001; Ikeda and Pelton, 1990).
In less formalised services, often based on peer support, the
main aspect of the program promises conﬁdentiality. There are,
however, different degrees of mandatory reporting also in these
programs (“BMA”; Shapiro et al., 2014; “DMA”). Reports document
that doctors contact these programs voluntarily to a higher degree,
but there is little documentation of results in these programs. It can,
however, be more difﬁcult to motivate the doctors for necessary
treatment or the need for surveillance (Isaksson Rø et al., 2008).
The discussion about the degree of formalisation of the peer
counselling role is thus important in relation to which tasks the
service should fulﬁl. Deﬁnitions of criteria to clarify the limits of
collegiality versus taking responsibility for treatment or surveil-
lance could ease some of the ambiguity demonstrated around the
role. Nonetheless, clear-cut criteria can hinder the ﬂexible and non-
bureaucratic role needed to meet different needs. An on-going
awareness and discussion of the formal and informal elements in
the counselling role is therefore necessary.
4.4. Limitations
In this study, 73% of all the peer counsellors and representatives
from all 19 counties in Norway participated in focus group in-
terviews, whichmeans this study has the potential to covermany of
the views held by peer counsellors in Norway. The notions gener-
ated and examined in this study probably have relevance for similar
programs in the other Nordic countries and to other health- and
support schemes for doctors. Focus group interviews have the po-
tential to promote dynamic discussions where more issues and
sides of a phenomenon can be discussed. Nonetheless, the group
setting can discourage some participants from expressing all their
views. In this study the size of the focus groups varied, largely due
to practical problems for participants to meet up. When the group
gets small (i.e. two participants), that can potentially hamper dis-
cussion. An obvious weakness, when investigating the usefulness of
a peer-counselling program, is that we only have the peer coun-
sellors’ own evaluation. We therefore plan an interview study with
doctors who have used the service.
5. Conclusion
The ﬁndings in this study demonstrate that the organizational
design of a peer counselling program is important. Accessibility, thepossibility to give adequate help, and the registration and remu-
neration of contacts depend on whether emphasis is put on ele-
ments such as formalized rules, incentives and sanctions, or on
informal elements such as dialogue, collegiality and voluntariness.
Increased formalisation, by implementing measures such as
mandatory registration, reporting and sanctions, can weaken the
usefulness of the program acquired by the informal aspects. A less
formal framework can lower the threshold for doctors to seek help
from the programme, but can at the same time render the service
unpredictable, and possibly increase risks for both patients and
help-seeking doctors.
In order to achieve the stated goals of the peer-counselling
program it is thus important to ﬁnd a good way to balance
formalized and less formalized ways of organizing and regulating
behaviour. Healy and Braithwaite, (2006) p56 argue that regulation
should begin at the bottom of what they call the “regulatory pyr-
amid”, starting with soft measures such as dialogue and persuasion
and, if that fails, then move up to “harder” measures such as
reporting and punishment e depending on the responses from
those being regulated (see “responsive regulation”). Congruent
with this reasoning, our ﬁndings suggest that because of the need
to take responses from help-seeking doctors into consideration, the
peer support programs should leave considerable discretion to peer
counsellors in making choices of action. Thus, to recognize the
importance of the informal aspects of the peer support program
seems essential in order to ensure that stated goals are achieved.
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